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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.
Level of Harm - Immediate

jeopardy to resident health or *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

safety observations, record review and interviews, the facility failed to ensure one (#1) of three residents reviewed
for accidents received adequate supervision out of 14 sample residents.Specifically, the facility failed to

Residents Affected - Few ensure Resident #1 was not able to access hazardous chemicals.Resident #1, who was admitted to the

facility on [DATE], had a history of dementia and of wandering within the facility. On [DATE] at 1:40 p.m.,
Resident #1 was able to obtain a bottle of a cleaning chemical that was located in a residential hallway on a
maintenance cart that was unsecured and unsupervised.Resident #1 was found by certified nurse aide
(CNA) #1 holding the bottle containing a cleaning chemical. Resident #1 was observed to have a blue
substance on his lips, which was determined by the facility to be consistent with the contents of the
bottle.Resident #1 was reported to have mouth and stomach pain after the incident. He was evaluated by a
physician at the facility immediately following the incident and transferred to the hospital where additional
evaluation was completed to determine if the resident had an esophageal (tube that runs from the throat to
the stomach) injury, airway (breathing) compromise or electrolyte abnormality. Resident #1 was provided
intravenous (IV) fluids and the hospital physician determined the resident likely had not ingested the toxic
substance. Resident #1 was monitored at the hospital and returned to the nursing facility on [DATE].The
facility determined the product in the bottle was a cleaning product (Gel Pro). The material safety data
sheet (MSDS - a document that describes the hazards of a chemical product and provides information on
safe handling, storage, disposal and emergency procedures) revealed the product was reserved for
industrial and professional use and if swallowed, required immediate medical attention. Ingestion of the
product could cause digestive tract burns.Resident #1 experienced pain and required hospital evaluation to
confirm he had not ingested a sufficient amount of the chemical to cause further injury.The facility's failure
to ensure residents were not able to access hazardous chemicals placed Resident #1 and other residents
at serious risk of harm, serious impairment or death if the situation were not corrected immediately.
Findings include:Observations, record review and interviews confirmed the facility corrected the deficient
practice prior to the onsite investigation on [DATE] to [DATE], resulting in the deficiency being cited as past
noncompliance with a correction date of [DATE].|. Situation of serious [NAME] [DATE] at 1:40 p.m.,
Resident #1 was able to obtain a bottle of a cleaning chemical that was located in a residential hallway on a
maintenance cart that was unsecured and unsupervised.Resident #1 was found by CNA #1 holding the
bottle containing a cleaning chemical. Resident #1 was observed to have a blue substance on his lips,
which was determined by the facility to be consistent with the contents of the bottleResident #1 was
reported to have mouth and stomach pain after the incident. He was evaluated by a physician at the facility
immediately following the incident and transferred to the hospital where additional evaluation was
completed to determine if the resident had an esophageal injury, airway compromise or electrolyte
abnormality. Resident #1 was provided IV fluids and
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the hospital physician determined the resident likely had not ingested the toxic substance. Resident #1 was
monitored at the hospital and returned to the nursing facility on [DATE].II. Facility investigation and plan of
correctionThe investigation and performance improvement plan (PIP) the facility implemented in response
to the accident on [DATE] involving Resident #1 was provided by the nursing home administrator (NHA) on
[DATE] at 1:07 p.m. The plan read as follows:A. Problem statementOn [DATE], a cognitively impaired
resident (Resident #1) was found ingesting drain cleaner that had been left unattended and unsecured on a
maintenance cart. CNA #1 intervened and removed the chemical. The chemical had been left unsecured by
the maintenance supervisor during routine work. B. GoalThe facility's goal was to eliminate unsafe chemical
exposure risks within the facility by implementing a facility wide safety initiative with compliance monitoring
and retraining all staff on accident prevention and emergency response protocols. C. Root Cause Analysis
A root cause analysis (a problem solving method used to identify the underlying reasons why a problem
occurred) was completed and revealed the following:-An unsecured hazardous chemical was left
unattended in a resident accessible area;-Staff were unfamiliar with chemical handling/storage
policies;-There was a lack of supervision or enforcement of the facility's environmental safety
procedures;-The cognitive impairment of the resident was not adequately considered in environmental
planning; and,-There was not a current interdisciplinary team (IDT) environmental hazard audit process.D.
Immediate Actions TakenCNA #1 immediately removed the chemical and reported the incident to the nurse.
The nursing staff contacted a poison control center and reviewed the MSDS. The primary care physician
(PCP) assessed the resident and Resident #1 was transported to the hospital. The maintenance supervisor
was suspended from duties pending an internal review. The nursing home administrator (NHA) and the
director of nursing (DON) initiated an internal investigation. E. Corrective actions and prevention planThe
corrective actions included the following:An in-service on chemicals was completed on [DATE]. A
mandatory in-service for all departments on accident hazards was completed on [DATE].Hazard
identification scenarios were integrated into training on [DATE].All maintenance carts were secured with
locks or stored in secured areas when unattended by [DATE].The facility implemented facility-wide weekly
environmental safety audits beginning [DATE].Accident prevention compliance checks were added to the
monthly quality assurance performance improvement (QAPI) agenda beginning [DATE].Care plans for
cognitively impaired residents were updated with supervision and safety risk protocols by [DATE].IV. Facility
policy and procedureThe Hazardous Areas, Devices and Equipment policy, revised [DATE], was provided
by the NHA on [DATE] at 3:22 p.m. It read in pertinent part, A hazard is defined as anything in the
environment that has the potential to cause injury or iliness. Examples of environmental hazards include,
but are not limited to:-Equipment and devices that are left unattended or are malfunctioning;-Devices and
equipment that are improperly used or poorly maintained;-Sharp objects that are accessible to vulnerable
residents;-Open areas or items that should be locked when not in use;-Irregular floor surfaces (cords,
buckled carpeting, etc);-Objects in the hallways that obstruct a clear path;-Access to toxic
chemicals;-Insufficient lighting or glare;-Unsafe exposure to heating elements or water
temperatures;-Furniture that is unstable or positioned at an improper height for residents; or,-Disabled
locks, latches or alarms. Assessment and analysis of hazardous areas and equipment will include resident
specific information including identification of vulnerable residents. Any element of the resident environment
that has the potential to cause injury and that is accessible to a vulnerable resident is considered
hazardous. Resident vulnerability is based on risk factors including the individual resident's functional
status, medical condition, cognitive abilities, mood, and health treatments (medications). Interim safety
measures for temporary hazards, such as painting or construction work, may be
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necessary. These may include posting warning signs, redirecting foot traffic, increasing supervision and if
necessary, limiting access to anyone but authorized personnel.V. Resident #1A. Resident statusResident
#1, age [AGE], was admitted on [DATE]. According to the [DATE] computerized physician orders (CPO),
diagnoses included dementia, COPD, osteoarthritis, depressive episodes and anxiety disorder. The [DATE]
minimum data sets (MDS) assessment revealed the resident had a severe cognitive impairment with a brief
interview for mental status (BIMS) score of four out of 15. He required set up assistance with eating,
substantial assistance with toileting, showering and dressing and was independent with the use of a
manual wheelchair to wheel at least 150 feet in a corridor.B. Record reviewResident #1's behavior care
plan, revised [DATE], documented the resident self-propelled his wheelchair and enjoyed riding up and
down in the main elevator. Interventions included redirection of Resident #1 as needed.Resident #1's safety
alert care plan, initiated [DATE], documented Resident #1 was at risk for injury due to his ingestion of
non-edible or hazardous items related to his cognitive impairment, poor safety awareness and impaired
judgment secondary to dementia. Interventions included environmental rounds conducted by staff every
shift, documenting the resident's attempts to access inappropriate items and ensuring all chemicals and
hazardous materials were stored in locked non-resident areas.The primary care physician's (PCP) progress
note, dated [DATE] at 1:33 p.m., documented an urgent evaluation of Resident #1 for ingestion of drain
cleaner. It documented the PCP evaluated the resident and remained with the resident until emergency
medical services (EMS) arrived. It documented the amount of chemical ingested was not known, but the
PCP estimated 10 milliliters (ml) had been ingested. The PCP documented Resident #1 was provided water
to rinse with but he swallowed it. The PCP documented the resident was stable, but developed stomach
pain immediately prior to the arrival of EMS. The note documented a poison control center was contacted
and EMS was provided with a case number from the poison control center.The hospital emergency
department progress note was provided by the NHA on [DATE] at 1:07 p.m. The note, dated [DATE] at 1:50
p.m., documented Resident #1 presented to the hospital for ingestion of a drain cleaning gel. It documented
the EMS team reported the nursing facility staff said they witnessed Resident #1 taking a swig of the drain
cleaning gel, but the facility was unsure how much was in the bottle before ingestion and unsure of the
amount Resident #1 ingested. The EMS team also reported Resident #1's mouth hurt, but otherwise he
had no pain. The summary documented diagnoses considered were esophageal injury, airway compromise
or electrolyte abnormality. The summary documented Resident #1 was stable and improved after IV fluids.
The note documented the presentation and work up suggested Resident #1 had not ingested the toxic
substance. A nursing progress note, dated [DATE] at 2:20 p.m., documented Resident #1 ingested drain
cleaning gel on [DATE]. It documented Resident #1 initially had no complaints of pain after the incident, but
near time of EMS arrival to the facility, Resident #1 began to complain of abdominal pain.An in-service
education, dated [DATE] was provided by the NHA on [DATE] at 1:07 p.m. The in-service education
included 33 staff signatures. The training description included the process used if a resident ingested
chemicals, poison control contact information and the location where the MSDS were kept.An in-service
education, dated [DATE], was provided by the NHA on [DATE] at 1:07 p.m, and included 51 staff signatures.
It documented the audience as all nursing, housekeeping, maintenance and support staff. The learning
objectives included:-Identifying common environmental accident hazards and how to reduce resident
risk;-Properly storing hazardous materials in compliance with federal and facility policy; and,-Understanding
mandatory reporting obligations.The MSDS for the product Gel Pro was provided by the NHA on [DATE] at
1:07 p.m. It revealed the following: Recommended use as a cleaning product reserved for industrial and
professional use. The product is corrosive to metals, causing severe burns
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and eye damage. If swallowed, rinse the mouth. Do not induce vomiting. If inhaled, remove the person to
fresh air and keep comfortable for breathing. Immediately call a poison center/doctor. Store locked up. Store
in corrosive resistant container with a resistant liner Ingredients include sodium chloride, sodium
hypochlorite and sodium carbonate. First aid measures include if swallowed, rinse mouth with water, do not
induce vomiting. Get medical attention immediately. Note to physician, treat symptomatically. Handling and
storage, do not ingest. If ingested, it causes digestive tract burns.Facility-wide weekly environmental safety
audits were provided by the NHA on [DATE] at 1:07 p.m. Weekly audits from [DATE] to [DATE] were
reviewed. The audits documented all chemicals on carts were secured or locked if unattended, storage
rooms with hazardous materials were locked, MSDS were visible and accessible, chemicals were clearly
labeled and not expired and high risk resident areas were free of hazards.VI. Staff interviewsCNA #3 was
interviewed on [DATE] at 12:50 p.m. CNA #3 said Resident #1 had a history of wandering on the unit in his
wheelchair. CNA #1 said there was an incident when Resident #1 drank something from the maintenance
cart. He said all of the facility staff received training, both online and in person about hazardous materials
and the importance of securing the items. CNA #3 said he was told to report any observations of hazardous
materials at the facility.The DON was interviewed on [DATE] at 4:00 p.m. The DON said she was present at
the facility and responded to Resident #1's room after the incident on [DATE]. She said she learned
Resident #1 might have put the bottle of drain cleaner in his mouth. The DON said Resident #1 had a blue
substance around his mouth from the chemical. The DON said the facility was inspected for hazardous
materials on that day and she participated in providing staff education for hazardous materials after the
incident.The maintenance supervisor was interviewed on [DATE] at 8:50 a.m. The maintenance supervisor
said on [DATE], he and his assistant were painting the day room, a resident lounge. The maintenance
supervisor said he had painting supplies on the maintenance cart, and there was also a bottle of drain
cleaner, as he planned to clean a drain in the facility's kitchen area after he completed painting. The
maintenance supervisor why she was holding the bottle and she said Resident #1 drank from it. The
maintenance supervisor said he contacted the PCP, who was present at the facility, and then obtained the
MSDS for the drain cleaner. The maintenance supervisor said he observed Resident #1 with a blue color
present on his lower lip which was consistent with the contents of the drain cleaner. The maintenance
supervisor said after the incident, the facility ensured there were not any chemicals which were accessible
to residents.The maintenance supervisor said he received training upon hire about hazardous chemicals
and the need to ensure they were not accessible to residents, and again received training from the NHA
after the incident on [DATE]. The maintenance supervisor said the facility purchased new maintenance
carts in [DATE] which were always locked. The NHA was interviewed on [DATE] at 9:04 a.m. The NHA said
the maintenance cart should have been secured and the items on the cart should not have been accessible
to residents on [DATE]. The NHA said the facility completed an audit on the day of the incident to be certain
there were no accessible hazardous materials. She said staff training began immediately after the incident,
and the training was completed by [DATE]. The NHA said weekly audits for environmental and hazardous
items would continue for at least three months and would be reviewed at QAPI meetings. Registered nurse
(RN) #2 was interviewed on [DATE] at 9:50 a.m. RN #2 said CNA #1 came to her holding a drain cleaner
bottle and informed her she had just taken bottle from Resident #1. RN #2 said she went to the resident
and saw that he had a blue color on his lips. RN #2 said the instructions on the bottle revealed his mouth
should be rinsed out, so she and CNA #1 attempted to do this, but Resident #1 swallowed the water. RN #2
said the PCP was at the facility and came to the resident's bedside immediately. RN #2 said while waiting
for the EMS team to arrive,
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Resident #1 said he had started to have stomach pain. RN #2 said she contacted Resident #1's
representative about the incident and transfer to the hospital. RN #2 said all facility staff received
re-education about hazardous items after the incident. RN #2 said the staff audited the building to be
certain there were no hazardous items accessible to residents.The PCP was interviewed on [DATE] at
12:15 p.m. The PCP said on [DATE], a staff member notified him that Resident #1 had consumed drain
cleaner. The PCP said he reviewed the MSDS for the product and contacted a poison control center. The
PCP said he was told the resident had blue color on his lips, and he estimated the resident drank
approximately 10 ml of the drain cleaner, based upon staff reports and the amount remaining in the bottle.
The PCP said Resident #1 appeared stable, but was sent to the hospital out of an abundance of caution, as
he began to have abdominal pain. The PCP said the facility did a PIP related to the incident and addressed
the cause of the ingestion. He said if Resident #1 had ingested more drain cleaner he would have been in
trouble, as it could have caused a hole through his esophagus or his stomach.CNA #1 was interviewed on
[DATE] at 12:45 p.m. CNA #1 said on [DATE], she saw Resident #1 sitting in his wheelchair in the hallway
drinking from a bottle that contained a chemical. CNA #1 said she took the bottle away from the resident.
CNA #1 said she realized Resident #1 had drank some of the chemical when she noticed his lips and
tongue were blue. She said she notified the charge nurse, and the charge nurse and PCP evaluated the
resident. CNA #1 said the facility had all staff check the facility, including all residents' rooms for hazardous
items, including chemicals, following the incident on [DATE]. CNA #1 said the facility provided inservice
training after the incident for all staff, which included both in person and online training and included the
need to ensure residents could not access hazardous items.The social services director (SSD) was
interviewed on [DATE] at 9:30 a.m. The SSD said she received hazardous material training upon hire and
again recently completed training in person and online after the incident involving Resident #1. The SSD
said the training focused on the need to protect residents from hazardous items. The SSD said she was
one of the staff members who were doing weekly rounds to check for any hazardous items. She said the
extensive training post-incident for all staff helped to make the staff sensitive to the potential hazards that
existed to residents.
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